The task which has been assigned to me is that of stimulating discussion on the subject of short term psychotherapy. I have no claim to being an expert psychotherapist, nor am I the proponent of any specific theory. This is not a "how to" paper; there will be no answers to be found here; rather there will be found the questions and random thoughts which have arisen in the mind of one who practices general office psychiatry and who, therefore, has more than just a passing theoretical interest in all forms of therapy.
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Short term or brief psychotherapy may be defined as "less time-consuming psychotherapy". The relative nature of the definition is implied in all the writings on the subject. There is short term psychotherapy as opposed to long term psychotherapy. The latter, in the opinion of some, is "deep", "produces insight", "results in characterological changes" and is therefore the only true psychotherapy. Short term psychotherapy, it would seem, is "superficial", "produces temporary changes", "only relieves symptoms", has limited objectives and is at best a useful substitute when long term therapy is not feasible. This attitude of a hierarchy of treatment is to be deplored. It appears to stem from a misguided attempt to consider a theory of psychodynamics and its therapeutic techniques as a psychiatric panacea.
It is not clear from the literature how short, short term psychotherapy is. There are references suggesting that its brevity applies to the number of interviews, but there is no statement as to the spacing of the interviews or on the duration of each interview. The stereotyped "therapeutic hour" of 40 to 50 minutes appears to remain unchallenged.
There is no agreement to be found among the various schools of psychotherapy. The few reliable studies on results with various techniques suggest that success in psychotherapy is independent of the technique used and of the theory of personality upon which it is based. It would appear that an average 67% success can be expected whatever the school studied. What of the 33% failures? Is this group resistant to all techniques, or is the choice of technique crucial to the success or failure of treatment in these cases? Could it be -' as has already been statedthat all schools form various facets of an overall picture which is greater than anyone of them? The main problem of present-day psychiatry, one suspects, is not the need to discover new therapies and techniques but rather to refine our methods of finding out how, when and where to use the resources that are already available.
Unfortunately, psychiatric teaching frequently lacks balance. Here, there is an over-emphasis on psychodynamics at the expense of constitutional and biochemical factors. There, there is a disregard for psychological factors in favour of the physical approach. The net result is that the number of endogenous depressions treated by psychotherapy is equalled only by the number of neurotic depressions treated by electroshock therapy.
It behooves us, then, to refine our diagnostic techniques. Success in psychotherapy, we are told, is a function not of the school adhered to nor of the technique used but of the personality of the therapist. Apparently some people have the ability to be good psychotherapists and others don't, irrespective of their training. It would seem that the successful psychotherapist is an intuitive diagnostician whose choice of approach to the treatment of the patient is determined by this evaluation. Psychotherapy is thus seen as an art and should be taught as an art. More can be learned by observation and by association with a master therapist than through the conventional methods of instruction.
We must come to understand better intuition, rapport, empathy, motivation. We must come to understand clearly some of the dramatic occurrences which come to bewilder us in our work from time to time. For instance, -some years ago I made a house call (this is conduct unbecoming a psychotherapist, I am told). The lady of the house reported that her husband had been an alcoholic for six years. He seldom came home in the evening preferring to make the rounds of the taverns and bars. He was heavily in debt. He was in danger of losing his job. He had been seen by three doctors on separate occasions but had not followed their advice. He had attended the meetings of Alcoholics Anonymous for a short time a year previously with no letup in his drinking. The man was mildly intoxicated; he was polite but distant. He said he recognized that he was an alcoholic but he felt he had control of the situation and he knew he could deal with the problem himself without outside help. When confronted with the facts he remained adamant. He was offered help. I told him that it was not likely that he could stop drinking without help; he was offered hospitalization, out-patient antabuse, support, psychotherapy. I was very politely ushered to the door and given to understand that my services were not wanted. As I left him I had the feeling that this man was not yet "ripe" in the AA sense. One month later his wife telephoned to report that he was a changed man; he had stopped drinking; he was working hard; he came home every night; he was considerate of her and had even taken her out dancing for the first time in three years. Three years later he came to my office to thank me most warmly for having changed the whole course of his life. I had, he said, saved his marriage, his job and his entire future. Total time devoted to this patient was one hour including travelling time. This, I would submit, is very short short term psychotherapy. And yet, what happened here? I certainly don't know and the patient himself was unable to elaborate on the statement that somehow or other I had produced a change in him. (I might add that, try as I may, 1 have been unable to repeat this performance since). We should come to understand occurrences of this nature and our understanding should be such that we can prognosticate from it.
The above case suggests another aspect of psychotherapy, and indeed of all psychiatric treatment, which is fundamental. This is the basic tendency to normalization and growth which is characteristic of all living organisms. We find its manifestations at all levels of integration. Essentially all psychotherapy is devoted to the fostering of this process, both in a positive sense and through the removal of psychopathology which inhibits the process. It may well be that progress in our understanding of the process of psychotherapy will continue apace only when we devote more attention to this basic curative phenomenon.
The short term therapist relies heavily on this process by placing the burden of the effort to improve on the patient. He stresses the patient's assets, fosters them and encourages their development. To do this he uses all the means at his disposal, whether they be psychological, social or physical. Short term therapy is essentially electic and practical. There are no hidebound techniques here, nor any preconceived ideas about the patient's dynamics. Each patient is a separate, individual problem which can be categorized only in the most general way. The therapeutic process is considered as one of growth -and the developments within the therapist's office are continually being tied in with the patient's on-going life experiences. The here and now is dealt with. The past is used only as it relates to present problems.
The impersonal, "objective" attitude has no place in short term psychotherapy. Here we find warmth and genuine and expressed interest in the patient and his problems. In fact, we are told that success in therapy may depend largely upon the degree to which the therapist gives of himself in the therapeutic situation.
The relationship between patient and doctor thus is of consequence and the development of an effective therapeutic relationship is one of the first steps in psychotherapy.
In this regard the importance of the patient's first visit to the general psychiatrist's office cannot be overstated. Unlike, the clientele of that specialist within the specialty, the psychotherapist, the patients of the general psychiatrist are a heterogeneous group. The problems for which they come may be social, economic or legal and not psychiatric at all. They are frequently referred by former patients, or are sent on a "there-is-nothing-wrong-with-you-you-shouldhave-your-head-examined" basis by some of our less friendly medical colleagues. Or they may be referred to a "nerve doctor", or some such euphemism. Or they may have been told: "You are going to see a psychiatrist, but this one is more like a doctor, he is a friend of mine, you'll like him" -not much reassurance here. Few patients come without some apprehension based upon misconceptions about psychiatry and psychiatrists. Many are surprised to find that the psychiatrist is not a gimlet-eyed mind reader or an addle-brained eager beaver with a notebook, leather couch, a pointed beard and a German accent. Rare is the patient who does not expect his sexual life to be probed into the moment he crosses the threshold. This all sounds silly and out of date, but these misconceptions are very real and demand consideration.
The first visit has two functions: to reassure and to diagnose. The first is best served by bringing the patient to the realization that the psychiatrist is, after all, a doctor like any other. And this can be accomplished by merely following the format of the medical case history in order to obtain an anamnesis. By proceeding along this familiar path before continuing with the more personal psychological facts one can dispel misconceptions and put the patient at ease.
With regard to the diagnostic function I should like to stress the fact that there are psychiatric conditions which are not psychogenic, that, while psychotherapy is indicated in all cases without exception, the approach must of necessity be different in patients receiving the physical therapies as opposed to those who don't, for instance. Let us not allow our preoccupation with psychodynamics to blind us to the fact that there are still syndromes in psychiatry.
The two functions of the first visit may be greatly helped by an interview with a relative or friend of the patient. Not infrequently the observations of a person close to the patient may clinch an otherwise obscure diagnosis. Allaying the fears of a member of the family may have a significant effect upon the patient's own anxieties.
In my own practice I have found it useful to arrange the initial visit along the following lines: 1.) Complaints and history of present illness obtained with a minimum of direction and questioning. 2.) Enquiry into the present illness to bring into focus and elaborate on the more obscure parts of the patient's spontaneous productions. 3.) Background history on a question and answer basis beginning with the health history and following the medical history format, and introducing psychological factors more and more as the interview progresses. 4.) Interview with a relative or friend using the same approach as with the patient. 5.) Statement to the patient summarizing the diagnostic impression and presenting a plan for future investigation and/or therapy. With this the two-fold function of reassurance and diagnosis of the first visit is fulfilled and basis is established for a short term psychotherapeutic excursion if this is indicated.
Resume
L'auteur se defend de presenter une theorie dogmatique ou des recettes techniques et s'eleve contre une devalorisation des psychotherapies breves, qu'il definit comme etant limitees dans le temps, mais non dans leur qualite, ni dans leurs objectifs, ni dans leurs resultats, La brievete de ces psychotherapies consisterait dans le nombre des seances; la duree totale et le rythme du traitement ne fournissent pas de criteres precis, quoiqu'on semble d'accord pour maintenir la seance classique d'environ trois-quarts d'heure.
L'issue d'une psychotherapie dependrait essentiellement de la personnalite du therapeute, qui doit etre un clinicien doue d'intuition, capable de traiter chaque malade selon ses besoins particuliers et d'exercer la psychotherapie comme un art. Le role du psychiatre est de favoriser I'epanouissement des forces naturelles de maturation chez le malade, par une attitude d'interet chaleureux et par l'utilisation de tous les moyens, psychologiques, sociaux et physiques, dont il dispose, avec une attention speciale aux problemes courants.
L'entretien initial a la double fonction d'apporter un diagnostic et de rassurer 
